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PICU Delirium Assessment
& Prevention Algorithm

Introduction
Delirium is neuropsychiatric syndrome characterized by a
waxing and waning level of alertness and is associated with
cognitive impairment and psychiatric symptoms.

PAD (Pain, Sedation, &
Delirium) Nursing Assessment q
4 hrs min
Tools: Intubated pt: FLACC,
SBS, & Cornell Assessment of
Pediatric Delirium (CAP-D).
Nonintubated pt: FACES, VAS,
or FLACC, RASS, & CAP-D
WAT if weaning from > 4 days of
sedation

Despite increasing evidence of delirium in critically ill
children, it remains under recognized leading to higher
morbidity and mortality rates (Turkel et al., 2013).
Given the complexity of delirium care, no one health care
profession can adequately meet the patient’s needs and an
interprofessional collaborative (IPC) approach is essential.
Day Shift Preventive
Measures:

Aim
 To utilize interprofessional expertise to improve
staff/trainees’ knowledge of pediatric delirium
 To implement universal screening, enhance systematic
detection and standardize delirium treatment in the
pediatric intensive care unit (PICU).

•Establish daily routines &
consistent caregivers
•Encourage parental
involvement
•Consistent orientation
•Create familiar environment
– blankets, music, toys,
pictures, etc.
•Minimal restraints when
possible

Night Shift Preventive
Measures:
•Promote uninterrupted
sleep by limiting
unnecessary care
activities after 11 pm (i.e.
bath early evening, no
routine lab draws or xrays
until 4 am)
•Cluster patient care
activities
•Control light and noise
•TV off

Delirium Treatment

Other Preventive Measures:
•Maintain continuity of care
•During Multidisciplinary AM
Rounds:
•Review PAD scores & discuss
treatment, consider necessity of
tubes, lines, & restraints
•Initiate early consults: Child life,
PT/OT, etc. if appropriate & early
mobilization
•Brain Rounds: Weekly
interdisciplinary discuss complex
cases with psychiatry

In 2013-2014, the PICU did not screen for
delirium and only 4 cases were identified in a
retrospective review.

Pharmacologic
Treatment of
Delirium

Except delirium
assessment q 12hrs

See below for delirium
treatment based on CAPD score > 10 & subtype

Results

6 months after protocol began, 559 patients were
screened for delirium and 120 cases identified.
Hypoactive Delirium:
Diminished
responsiveness,
decreased movement,
apathy, difficult to
engage, quiet confusion

Hyperactive Delirium:
Agitation, hallucinations,
pulling out lines &
tubes, unsafe behavior

Mixed Delirium:
Fluctuating symptoms of
agitation, restlessness,
hallucinations with
decreased
responsiveness, or
movement or confusion

Consider ATC
Consider ATC
Risperidone (Risperdal)
< 5 yrs: initial dose 0.1mg @
qhs-q12hr
> 5 yrs: initial dose 0.2mg @
qhs-q12hrs
> 10yrs: with H/O of dystonic
reaction:
initial dose 0.2mg
@qhs-q12hrs
Quetiapine (Seroquel)
10-17 yrs: 12.5-25mg q 12 hr

1st Risperidone or
Quetiapine: hypoactive
dosing
If no response to atypicals
or need IV:
Haloperidol (Haldol)
•Main (PO preferred): 0.050.15mg/kg/day divided into
two or three doses
•IV start dose: < 3yrs: 0.025
mg/kg
>3yrs: 0.5- 1mg
may repeat q 15-20 min
until agitation controlled

Consider ATC
1st Risperidone or
Quetiapine: hypoactive
dosing
Consider PRN
Haloperidol IV q 2-4
prn:
< 3yrs: 0.025 mg/kg
>3yrs: 0.5- 1mg

Delirium Present?
Antipsychotic Monitoring Parameters:
• Vital signs q 2-4: notify HO with T > 38.3, hypotension, or tachycardia for age
• Monitor pain & sedation scores for over or under treatment: FLACC > 3, SBS >0 or < -1
• Neuro checks q 2-4: monitor for seizure activity, agitation, restlessness, insomnia,
dystonia
• Monitor for extrapyramidal symptoms: muscle rigidity – treat with diphenhydramine &
discontinue antipsychotic
• Baseline & Daily EKG: monitor for QTc prolongation (> 0.45sec) & dysrhythmias
• Check baseline CMP, & CBC & monitor at intervals: monitor for hyperglycemia,
elevated LFTs, & blood neutropenia
• Check baseline triglyceride level & monitor at intervals: hyperlipidemia

Description of Program
Experts in pediatrics, pharmacy, nursing, and child psychiatry
developed a delirium clinical practice guideline and treatment
algorithm to be used in the PICU.
The protocol involves universal pediatric pain/sedation
screening along with an evidence-based delirium screening tool,
the Cornell Assessment of Pediatric Delirium (Silver et al.,
2012).
The treatment algorithm includes non-pharmacological and
pharmacological management. Staff received initial training
sessions and participate in monthly case conferences.

Consult Pediatric Pharmacy & Psychiatry:
If identify risk factors, experience significant side effects, and for adjusting or weaning
antipsychotics

B:
R:
A:
I:
N:
M:
A:
P:
S:

Bring oxygen (treat hypoxemia, decreased cardiac output, anemia)
Remove or Reduce deliriogenic drugs like anticholinergics or benzodiapines
Atmosphere (foreign room, lights on, loud noise, restraints, no family, mult. caregivers)
Infection, Immobilization, Inflammation
New organ dysfunction (CNS, Pulm, CV, Renal, Endocrine)
Metabolic disturbances (hypo/hyperatrenia / kalemia / glycemia / calcemia, alkalosis)
Awake (no bedtime routine, sleep-wake cycle disturbance)
Pain (too much and not enough pain medication OR pain treated and oversedated)
Sedation (set sedation target: typically 0 for latency & adolescents & -1 for infants

The incidence rate was 21.5% with 10 cases
(aged 6 months -17 years) receiving
pharmacological treatment.
Staff/trainees’ qualitative feedback indicate an
increase in their knowledge of delirium and
confidence treating delirium.

Relevance to Interprofessional
Education and Practice
 This project is an IPC which uses effective
teamwork and learning across disciplines in
order to improve quality care.
 IPE activities increased participants’ knowledge
of delirium and also enhanced awareness of the
roles and contributions of the different
disciplines.

Conclusions
 An IPC approach to pediatric delirium which
uses a clinical practice guideline is effective in
advancing knowledge of pediatric delirium
among staff/trainees as well as increasing the
rates of delirium screening, detection and
treatment.
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